
MEDICAID CLAIMS FOR ABORTION SERVICES WILL NOT BE PAID UNLESS THIS FORM IS COMPLETED 
IN FULL AND A COPY IS ATTACHED TO THE MEDICAID CLAIM FORM.

Recipient                                                                                Provider
Name:_________________________________________  Name:  ___________________________________________

Part I, II or III must be completed and the physician completing the procedure must sign below.

I.     IF THE ABORTION IS NECESSARY TO SAVE THE RECIPIENT’S LIFE, THE FOLLOWING MUST BE 
COMPLETED BY THE PHYSICIAN:

In my professional opinion, recipient suffers from a physical disorder, physical injury or physical illness (or life-

endangering physicial condition caused by or arising from the pregnancy itself) that would place the recipient in danger of

death unless an abortion is performed.

                                                                   (attach additional sheets as necessary)

II.   IF THE PREGNANCY RESULTED FROM RAPE OR INCEST, THE FOLLOWING MUST BE COMPLETED BY THE 
RECIPIENT AND PHYSICIAN:

RECIPIENT CERTIFICATION:  I Hereby certify that my current pregnancy resulted from an act of rape or incest.

PHYSICIAN CERTIFICATION:  If the pregnancy resulted from rape or incest, the physician must mark one of the
following and sign below:

The recipient has stated to me that she has reported the rape or incest to a law enforcement or
protective services agency having jurisdiction in the matter or, if the patient is a child enrolled in a school,
to a school counselor; or

Based upon my professional judgement, the recipient was and is unable for physical or psychological
reasons to report the act of rape or incest.

III.   IF THE ABORTION IS MEDICALLY NECESSARY BUT THE RECIPIENT’S LIFE IS NOT IN DANGER, THE 
FOLLOWING MUST BE COMPLETED BY THE PHYSICIAN:

In my professional opinion, an abortion is medically necessary for the following reasons:

                                                             (attach additional sheets as necessary)

PHYSICIAN SIGNATURE:  __________________________________________  DATE: _______________________
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a.

b.

THE INFORMATION CONTAINED IN THIS FORM IS CONFIDENTIAL.  THIS INFORMATION IS PROVIDED FOR
PURPOSES RELATED TO ADMINISTRATION OF THE MEDICAID PROGRAM AND MAY NOT BE RELEASED FOR
ANY OTHER PURPOSE WITHOUT THE WRITTEN CONSENT OF THE RECIPIENT.


